The Defensive Functioning Scale (DFS) and Overall Defensive Functioning score (ODF) have been used as reliable and valid measures of defense structure when applied to clinical narratives. This study aims to replicate and extend positive clinical validity data for the ODF in the assessment of depression and examine the relationship between specific defense levels of the DFS and depressive symptoms. Sixty-nine outpatients who completed the Symptom Checklist 90 -Revised and Personality Assessment Inventory were rated on the DFS by trained clinicians. Lower (more maladaptive) scores on the ODF were significantly related to the presence and severity of patient-reported depression symptoms. Furthermore, depression symptoms were significantly related to both the presence of low-level action defenses and an absence of higherrange defenses in the mental inhibitions-obsessional level. Findings from this study provide further support for the clinical application and relevance of the DFS system; support the theory of defensive processes falling into a hierarchy of adaptive functioning; and, because of a naturalistic setting, are highly generalizable to real-world practice.
D
efense mechanisms have been a long-standing concept in the field of psychology, dating back to Freud's (1962) introduction of them in his 1894 paper, "The Neuro-Psychoses of Defense." Today, it is hypothesized that defense mechanisms serve as an important mediator between external stressors, internal conflicts, and the behaviors that manifest in stressful situations. As such, the empirical evaluation of defenses is viewed as an important direction of study. Having made a significant evolution beyond its original psychoanalytic definitions, the concept of defensive processes is integrated across a number of fields in psychology (Cramer, 2000) even if the language used to discuss these processes occasionally differs (Baumeister et al., 1998) . Regardless of theoretical orientation, the assessment of defenses has important implications for clinical diagnosis, treatment, and outcome issues (for reviews, see Cramer, 2000 and Cooper, 1992) . Empirical assessment of defenses has focused on a number of different methods.
One approach to the assessment of defensive functioning includes the use of self-report measures. One of the more widely used of these measures, the Defense Style Questionnaire (DSQ; Bond et al., 1983) , was created as a measure of conscious defense processes. The measure assesses the presence of 24 specific defenses. Scoring of the DSQ has differed over various versions and analyses, but the most accepted factor analysis (Vaillant, 1976) presented four different defensive styles and found that although more immature defenses were related to presentation of psychiatric symptoms, no links were found between the defensive styles and any particular diagnostic groups. However, a more recent study (Bond et al., 1994) found that borderline personality disordered patients used more maladaptive and image-distorting and less adaptive defensive styles compared with controls and patients with nonborderline personality disorders.
Self-report measures are regarded as practically efficient and generally reliable instruments, giving patient-rated data that can be easily scored and interpreted. However, concerns regarding the use of self-report measures to assess defensive functioning may represent conceptual problems (Davidson and MacGregor, 1998) because, by definition, the defense process occurs largely outside of conscious awareness. This may be especially true for those patients with personality disorders, where lack of insight is a prominent diagnostic feature. One study conducted with the DSQ found significant defensive functioning changes in hospitalized depressed adults after an average length of only 7 days (Kneepkens and Oakley, 1996) . A significant change in defenses found after such a brief period of treatment may suggest that the sensitivity of the DSQ is more indicative of acute state reactions rather than long-term defense functioning. This concern is supported by one study finding that the DSQ is best represented unidimensionally, where level of defensive functioning correlated significantly with patients' current level of global functioning (Trijsburg et al., 2000) . Furthermore, in a study of depressed patients, the self-report DSQ did not demonstrate the same predictive validity as a clinician-rated measure of Overall Defensive Functioning (ODF; Hoglend and Perry, 1998) , and a factor analysis of the two measures has shown that the clinician-rated ODF and the self-report DSQ actually load on separate unique factors.
A number of different clinician-rated measures of defense have also been developed. Early research focused on the use of structured interviews to evaluate the functioning of ego defenses (Haan, 1977; Vaillant, 1971) . These methods were found to be generally reliable, they introduced differences between mostly maladaptive and adaptive defenses, and they gained headway in assessment of stability and severity of defensive styles as related to patient clinical vignettes. As a result of the promising research conducted using clinician rated defense measures, the DSM-IV (American Psychiatric Association, 1994) included the Defensive Functioning Scale (DFS) as an Axis for further study to broaden the dimensions of assessment, conceptualization, and treatment of patients. The DFS is based on Perry's (1990) use of the Defense Mechanisms Rating Scale (DMRS), which produced empirically based, hierarchically arranged levels of defense. The DFS is a method that allows for quantification of clinical judgment, uses a common clinical language, and defines defenses as psychological processes that "mediate the individual's reactions to emotional conflicts and to internal and external stressors" (p. 751). The DFS clearly defines 31 specific defense mechanisms and organizes them into seven different defense levels arranged from adaptive to maladaptive functioning (high adaptive, mental inhibitions, minor image-distorting, disavowal, major image-distorting, action level, and level of defensive dysregulation). An ODF score is calculated by assigning each defense a weight according to its place in the overall seven-level hierarchy and taking the weighted average of all the defenses rated by the DFS. The ODF score, ranging from 7 (most adaptive) to 1 (least adaptive; Perry and Kardos, 1995) , rates the relative adaptiveness of an individual's defensive functioning. Studies on the DFS have shown the scale to be reliable when scored by clinicians and external raters and valid in terms of convergence with patient symptomatology. The DFS uses a method that is representative of everyday clinical practice and is a unique construct that provides useful information in addition to symptom and global functioning measures Hilsenroth et al., 2003) .
The assessment of defenses also has clinical implications related to the presentation and course of depressive illness. To determine the utility of assessing defenses as a diagnostic tool for depression, a number of areas need to be explored. These areas include the ability of an assessment of defenses to discriminate between depressive illness and other psychiatric presentations, the relation of defensive levels to psychiatric symptomatology, and the use of a defense assessment as a predictor of symptom intensity and/or length of symptom remission. A number of studies have focused on these issues with some success.
Using the self-report DSQ, Akkerman et al. (1999) compared patients who remained in long-term treatment through 114 weeks versus those who had discontinued at some point. Both groups reported similar reduction in symptoms, with only the group still in treatment reporting gains in more mature defenses and reduction of immature defenses over time. In addition, they found that depressed patients in relation to a comparison group of low earthquake exposure participants did not significantly differ in use of immature defenses, but the depressed group did use significantly fewer mature defenses. By comparing a sample of depression patients in continuing treatment with two groups (both clinical and nonclinical samples), they concluded that the presence of more mature defenses was related to fewer depressive symptoms and that the defenses (specifically the mature and immature levels) do change over prolonged treatment. It was suggested that significant treatment gains could be made by remaining in psychiatric treatment beyond the period of symptom reduction.
Other research has focused on clinician-rated measures of defense and dysphoric symptoms. Perry (1988) used the DMRS to study defenses in patients presenting with borderline personality disorder, antisocial personality, or bipolar type II affective disorder. Using observer-measured severity scales related to psychotic symptoms and DSM-III criteria for depression and an observer-rated measure of life stress, he found that psychotic symptoms were not actually related to differences in life stresses but to the use of borderline defenses to deal with those stressors. Similarly, it was found that the use of action defenses (such as passive aggression, acting out, hypochondriasis) in coping with life events correlated with higher rates of depression. One of their conclusions was that the defenses used, not the severity of the life stresses, were related to depressive symptoms. Another of their conclusions, that the presence of lower-level defenses was positively related to depressive symptoms, differs from the results of the study by Akkerman et al. (1999) , who found that presence of immature defenses was not a symptom factor but the absence of mature defenses was. The difference in these two findings may suggest important differences in the two methods, one clinician-rated (DMRS) and the other self-report (DSQ), used to assess the defenses in relation to depressive symptomatology.
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Defensive Functioning in Depression A separate study using the DMRS also found this similar constellation of defenses in a sample of dysthymic patients who were compared with a sample of panic patients (Bloch et al., 1993) . Although both groups were frequently engaging in the use of lower-level defenses, the dysthymic group scored significantly higher in the use of devaluation, projection, passive-aggression, hypochondriasis, acting out, and projective identification.
A different study by Hoglend and Perry (1998) again found similar defenses in patients with major depression using an adapted version of the DMRS, the DFS, to evaluate a mixed sample of inpatients and outpatients. The patients were evaluated for the presence of major depressive disorder and with a self-report symptom measure, the SCL-R-90, which produces an overall measure of symptom severity, the Global Severity Index (GSI). They found that less mature defenses were predictive of the presence of major depression and higher GSI (greater psychopathology) at 6-month followup. Also, they found that the presence of eight low-level defenses (devaluation, projection, help-rejecting complaining, splitting of self-images, splitting of others' images, passive-aggression, acting out, and projective identification) was related to a lower GAF improvement after 6 months. On the other hand, the presence of a more adaptive defense, self-observation, was identified more often in those who improved GAF scores beyond initial predictions.
Building on the work of this previous research, this study seeks to use clinician ratings of defenses in examining their relationship with depressive symptoms and to expand on previous findings using a naturalistic setting with patients seen in a community outpatient clinic. To evaluate the clinical validity for the DFS in the assessment of depression, we look at the relationship of both a global score of defense (ODF) and specific defense levels with symptoms of depression. We believe this investigation will add to the body of research by examining whether lowered overall defensive functioning is related to greater symptomatic distress. Specifically, the primary hypothesis of this study is that a lower ODF score (greater psychopathology) corresponds to a greater number of depressive symptoms. If the primary hypothesis is supported, a secondary analysis will examine whether two particular levels of defense proposed in previous research, the minor image-distortion level (which includes devaluation, idealization, and projection) and the action level (which includes passive-aggression, acting out, and apathetic withdrawal), are significantly related to depressive symptoms.
METHODS Participants
Sixty-nine patients were consecutively admitted for individual psychotherapy to a Psychodynamic Psychotherapy Treatment Team at a community outpatient psychological clinic. These served as the present study sample. Patients were accepted into treatment regardless of disorder or comorbidity. Cases were assigned to treatment practica and clinicians in an ecologically valid (i.e., treatment as usual) manner based on real-world issues regarding aspects of clinician availability, caseload, and so forth. Finally, each participant provided written informed consent to be included in this research.
In this sample of 69 individuals, 28 patients were male, 41 were female, 38 were single, 15 were married, and 16 were divorced. The mean age for the current sample was 29.5 years (SD ϭ 10.8). The range of DSM-IV primary Axis I diagnoses in the patient sample included mood disorder (N ϭ 43), anxiety disorder (N ϭ 4), substance-related disorder (N ϭ 2), adjustment disorder (N ϭ 8), and V-code-relational problem (N ϭ 9). Thirty-two individuals were diagnosed with a comorbid DSM-IV personality disorder, and 13 other patients had personality disorder features or traits.
Procedure
Each patient completed a videotaped semistructured clinical interview that lasted approximately 2 hours and an interpretive/feedback interview that lasted approximately 1.5 hours. The clinical interview focused on a number of salient therapeutic topics such as presenting problems; past psychiatric history; past medical history; family history; developmental, social, educational, and work history; an exploration of both historic and current relational episodes; and a mental status examination that included an assessment of all DSM-IV symptom criteria for schizophrenia, major depressive/manic/mixed episode, dysthymia, and many anxiety symptoms. Each feedback session, also videotaped, was organized according to a therapeutic model of assessment Tonsager, 1992, 1997) . This approach focuses on collaboration, alliance building, exploration of factors maintaining life problems (often relational) and identification of potential solutions, and therapist-patient interaction.
Clinicians
Eighteen advanced graduate students (six men and 12 women) enrolled in an American Psychological Associationapproved clinical PhD program conducted the psychological assessment, feedback sessions, and ratings of clinical scales. All clinicians had completed graduate course training in descriptive psychopathology and were supervised by a licensed PhD-level clinical psychologist with several years of applied experience. Also, each clinician received a minimum of 3.5 hours of supervision per week (1.5 hour individually, and 2 hours in a group treatment team meeting) on the therapeutic assessment model/process, scoring/interpretation of assessment measures, clinical interventions, and presentation/organization of collaborative feedback.
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DSM-IV-DFS
All clinicians in the study completed structured training on the clinical ratings scales before the rating of patients. One of these scales was the DSM-IV (American Psychiatric Association, 1994) DFS (p. 751, rating prominent defenses from a list of 31 individual defenses across seven levels of defensive functioning), which was scored by the clinician conducting the assessment immediately at the end of the feedback session and was based on information gained during both the clinical interview and feedback sessions. ODF is calculated by multiplying each defense by a weight according to its place in the overall 7-point hierarchy of defenses and taking the weighted average of all the defenses rated by the DFS. The ODF score, ranging from 1 (least adaptive) to 7 (most adaptive), is a measure of the relative adaptiveness of defensive functioning (Perry and Kardos, 1995; Perry and Hoglend, 1998) , with a higher score indicative of lower psychopathology.
An external rater independently scored all clinical rating scales used in this study for each participant immediately after viewing a videotape of both the clinical interview and feedback sessions. For all cases, scoring of the scales by the second rater was completed independent of patient diagnosis, self-report data, and the assessing clinician's ratings for the DFS. The reliability data on the ODF and DFS scales for a significant subsample of this study's participants are reported elsewhere (Hilsenroth et al., 2003) . One-way random effects model (ICC ͓1͔) and Spearman-Brown--corrected (ICC ͓1,2͔) interrater reliability scores for six of the defense levels were calculated and ranged from low for mental inhibitions (.29/.44) to high for major image-distorting (.76/.87) and action level (.73/.85) defenses. The mean ICC (1) and ICC (1,2) for the six different defense levels rated in this study was found to be very strong, in the good to excellent range (.59/.73), and reliability for the ODF score was found to be excellent (.74/.85). The coefficient ␣ of the six individual defense levels (.70 -.86) and ␣ across the entire DFS (.86) surpasses the generally accepted lower bound for ␣ of .70 (Nunnally and Bernstein, 1994 ), indicating that a desirable level of reliability is present. The substantial coefficient ␣ values indicate a high level of internal consistency for these individual and total scales.
As noted, the overall mental inhibitions category demonstrates poor reliability at the individual level. Previous research has suggested that this level can be broken into three different theoretical subcategories (hysterical, obsessional, and other; Perry and Hoglend, 1998) , which might be best assessed as discrete groups. Clinicians in the present study have scored two subcategories of the mental inhibitions level in the fair to excellent range of reliability. These two subcategories are the obsessional (isolation of affect, intellectualization, and undoing; ICC (1)/(1,2) ϭ .69/.82) and the Hysterical (repression & dissociation; ICC ͓1͔/͓1,2͔ ϭ .43/.61; Hilsenroth et al., 2003) . Therefore, the analyses of this study used the obsessional and hysterical subcategories of the mental inhibitions level.
Symptom Checklist 90-Revised/Brief Symptom Inventory
Symptom distress was measured by related and overlapping scales of the Symptom Checklist 90 -Revised (SCL-90-R; Derogatis, 1994) or its 53-item short form, the Brief Symptom Inventory (BSI). Scales from these two measures have been combined in previous studies , and it is important to note that all items on the BSI are included in the larger SCL-90-R subscales. Both are patient report measures scored on a 5-point scale of distress ranging from "not at all" (0) to "extremely" (4). The depression (DEP) symptom subscale was used as a measure of depressive symptoms. All six items of the BSI depression subscale are exactly the same as those found within the 13 items that form the SCL-90-R subscale. The DEP subscale encompasses symptoms such as dysphoric mood and affect, feelings of hopelessness and worthlessness, and lowered motivation and loss of interest in life. Derogatis (1994) compared the SCL-90-R and the BSI and found that all nine symptom measures had r valuesϾ .90 (correlation of the DEP dimension between the SCL-90-R and the BSI, r ϭ .95), leading to the conclusion that both tests measure the same symptom constructs. An overall measure of symptom severity, the GSI, was also obtained from these scales.
Personality Assessment Inventory
A similar measure of depressive symptoms was obtained from the depression subscales of the Personality Assessment Inventory (PAI; Morey, 1991) . The PAI is a 344-item self-report measure of adult personality designed to provide information on critical clinical variables. Only the depression scale of the PAI was used in this study. The PAI depression (DEP) scale measures clinical features common to the syndrome of depression and is composed of three subscales of depressive symptomatology. The three subscales are composed of eight items each and include cognitive (DEP-C), which assesses thoughts of hopelessness, worthlessness, and personal failure; affective (DEP-A), a measure of reduced interest in activities and loss of pleasure in previously enjoyed areas; and physiological (DEP-P), composed of somatic symptoms such as weight loss, fatigue, and reduction of sexual interest, appetite, and sleep.
RESULTS
The primary analysis of the study was an examination of the ODF score, depressive symptoms, and symptom severity measures. Table 1 
displays the Pearson r correlations
The Journal of Nervous and Mental Disease • Volume 193, Number 3, March 2005 Defensive Functioning in Depression among the ODF, SCL depression, SCL global severity, and PAI depression scales. As predicted, the ODF was significantly related to both the depression symptom subscale and the global severity index of the SCL-90-R/BSI. The negative direction of these correlations indicates that a lower ODF score (less mature defenses) was related to greater symptomatology and greater symptom severity. Although ODF was not significantly related to any of the PAI depression scales, a trend was found in the relationship of the ODF score and the cognitive depression (PAI-DEP-C) symptom subscale. Given the significant relation between ODF and depression symptoms, analyses of the individual defense levels and the symptom scales were conducted only as secondary analyses. Pearson r correlations were used to examine relationships between individual defense levels and the SCL-90-R/ BSI symptom subscales. As predicted, the action level defenses (passive aggression, acting out, and apathetic withdrawal) were positively and significantly related to depressive symptoms (SCL-DEP, r ϭ .28, p ϭ .03) and demonstrated a trend toward significance with symptom severity (SCL-GSI, r ϭ .22, p ϭ .08). Contrary to our hypotheses, the minor image-distortion level (devaluation, idealization, and projection) defenses were not significantly related to depressive symptoms or symptom severity. However, these results show that the mental inhibitions-obsessive defenses were significantly negatively related to both depressive symptoms and symptom severity (SCL-DEP, r ϭ -.28, p ϭ .03; SCL-GSI, r ϭ -.29, p ϭ .02), suggesting that the lack of higher-level mental inhibitions-obsessive defenses leads to greater symptom distress.
Pearson r correlations were used to examine relationships between the individual defense levels and the depression scales of the PAI. Unlike the SCL-90-R/BSI scales, the PAI depression scales showed no significant relationship to the action level defenses. However, three of the four (DEP-C, DEP-P, and DEP-TOTAL) PAI scales were related to the mental inhibitions level of defense. Like the SCL-90-R/BSI scales, lowered presence of mental inhibitions defenses was related to depressive symptomatology (PAI-DEP-C, r ϭ -.30, p ϭ .03; PAI-DEP-TOT, r ϭ -.29, p ϭ .04). Specifically, the subscale of mental inhibitions-obsessive defenses was strongly negatively related to symptom manifestation (PAI-DEP-C, r ϭ -.29, p ϭ .04; PAI-DEP-P, r ϭ -.42, p Ͻ .01; PAI-DEP-TOT, r ϭ -.35, p ϭ .01).
DISCUSSION
Within a sample of outpatients seeking psychological treatment at a community clinic, clinician-rated ODF was significantly negatively correlated with symptoms of depression. This finding was consistent with previous research and the main hypothesis of this study that patients exhibiting more depressive symptoms would be engaged in the use of lower-level defenses.
The main findings of this study are consistent with findings of Perry and Hoglend (1998) that more low-level defenses were used by psychotherapy patients who had not made significant progress in their treatment of depression. Their findings that the presence of low-level defenses was a poor prognostic sign while having at least one high adaptivelevel defense was a positive prognostic indicator highlight the importance of including a defense assessment as part of a comprehensive diagnostic process. Our findings show clinical utility for the DFS at assessment by demonstrating that lower defenses were strongly related to but sufficiently divergent from depression symptom measures.
Results from a secondary analysis of the data present specific levels of defense with implications in depressive symptomatology and support the theory of a hierarchy of defenses. Contrary to our exploratory hypothesis, the defenses that compose the midrange minor image-distortion level of defense (devaluation, idealization, and omnipotence) were not found to be significantly related to depressive symptoms. However, our hypothesis that low-level action defenses were related to depression symptoms was supported. Another finding, which was not hypothesized but which seems sensible and theoretically consistent, was that depression symptoms were significantly related to a lack of higher range defenses in the mental inhibitions-obsessional level.
One limitation of this study is the use of correlational data, making it difficult to draw causal inferences about defenses and symptoms. From this study, it is not possible to know whether the use of low-level defenses contributes to poor self-image and greater relational distress, thus causing depression symptoms, or whether the chronic emotional turmoil and irritation of depression symptoms lead to the reliance on low-level defenses as a reactionary way of coping with self-esteem threat. However, the use of a naturalistic setting for this study enhances generalizability to real-world clinical practices. Although this study focused on the utility a The negative direction of these correlations indicates that a lower ODF score (less mature defenses) was related to greater symptomatology and greater symptom severity on both of the self-report scales (SCL and PAI).
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The Journal of Nervous and Mental Disease • Volume 193, Number 3, March 2005 of a defense measure for diagnostic purposes, further research should investigate the role of defenses in the etiology of depression, the process/outcome of psychotherapy, and the rates of depression relapse. Meanwhile, some investigation of the hypothetical relationships of defenses to the etiology of depressive symptoms based on the results of this study may prove beneficial. The presence of low-level action defenses may be a way for individuals to mediate conflicts presented by real or imagined loss by turning anger away from significant others and onto oneself (passive aggression); seeking help while covertly punishing self and/or others for feelings of helplessness, hopelessness, and rejection (help-rejecting complaining); or immediately acting on wishes and feelings without regard for physical and/or emotional consequences (acting out). Continued use of these defensive actions in light of conflicts or threats to self-esteem may provoke negative feelings about the self and/or negative relational responses from others, creating a downward spiral of negative events and contributing to one's feelings of worthlessness, helplessness, and hopelessness.
Mental inhibitions defenses are defined as defenses used to keep threatening thoughts and ideas out of conscious awareness. By not engaging defenses to keep threatening thoughts and ideas out of awareness, patients who lack mental inhibitions-obsessional defenses (isolation of affect, undoing, and intellectualization) are exhibiting a greater number of and more severe depression symptoms. Results of this study and others (Fennell and Teasdale, 1984; Gibbons et al., 1985) lend support to the theory that having methods of shifting focus away from threatening thoughts and ideas may lead to decreased levels of depressive symptoms.
By supporting the theory of a hierarchy of defense, it may be possible to view responses to psychological threat as falling along a continuum of responses. At the low end of the spectrum are individuals who respond with low-level action defenses, thus creating vulnerability toward experiencing powerful negative affects. Strong affects often overwhelm cognition, leading to impulsive behaviors, maladaptive relationships, and a downward spiral of functioning. Higher up the ladder are those individuals who engage in more adaptive mechanisms such as those in the mental inhibitions range. Although these defenses are perhaps better off than those at the low end, individuals who rely on them may live under constant guardedness and neurotic fear. These individuals may have become so good at pushing threatening thoughts aside that those threats may have no affective valence for them whatsoever. Individuals who completely isolate threatening cognition from emotion are best described as obsessive (McWilliams, 1994) . Finally, there are those defenses in the high adaptive range. Individuals capable of sustaining high adaptive defenses may still be vulnerable when faced with severe emotional pressures but are typically capable of fending off esteem threats in a more regulated manner. They may be more able to minimize or push negative thoughts away, directing cognitive and affective energies toward defenses such as humor, self-observation, or sublimation and allowing for healthier social, occupational, and relational functioning.
The defense findings from this study suggest that treatment interventions for depression should involve helping patients work toward a more effective tolerance and modulation of intense affects and more flexibility and benevolence in thoughts about self and others. It is hoped that these regulations in affect and cognition would lead to decreased isolation; less withdrawal from relational experiences; more complex representations of self/others/events; and increased self-observation, understanding, and esteem.
In summary, these findings support the clinical utility of the DFS as part of a comprehensive assessment process. Depressive symptoms were found to be related to lower ODF scores; more specifically, the presence of low-level defenses and the absence of higher level defenses were both associated with depression symptoms as measured in an outpatient community sample. Findings from this study reinforce the value of having clinician observations of patient defenses; support the theory of defensive processes falling into a hierarchy of adaptive functioning; and, because of a naturalistic setting, are highly generalizable to real-world practice.
